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Resources available to the health care sector are finite and typically insufficient to fulfil all 
the demands for health care in the population. Decisions must be made about which 
treatments to provide. Relatively little is known about the views of the general public 
regarding the principles that should guide such decisions.  
We present the findings of a Q methodology study designed to elicit the shared views in the 
general public across ten countries regarding the appropriate principles for prioritising 
health care resources. In 2010, 294 respondents rank ordered a set of cards and the results 
of these were subject to by-person factor analysis to identify common patterns in sorting. 
Five distinct viewpoints were identified, (I) “Egalitarianism, entitlement and equality of 
access”; (II) “Severity and the magnitude of health gains”; (III) “Fair innings, young people 
and maximising health benefits”; (IV) “The intrinsic value of life and healthy living”; (V) 
“Quality of life is more important than simply staying alive”. 
Given the plurality of views on the principles for health care priority setting, no single equity 
principle can be used to underpin health care priority setting. Hence, the process of decision 
making becomes more important, in which, arguably, these multiple perspectives in society 






 Little is known about views in society on principles to guide priority setting. 
 We used Q methodology with members of the public across ten countries. 
 We found five shared views on principles regarded appropriate for rationing. 
 No single equity principle can be used to underpin priority setting in health care. 
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Resources available to the health care sector are ultimately finite and typically insufficient to 
fulfil all the demands and needs for health care in the population. Although this truth may be 
inconvenient and, in some countries, may even be contested (e.g. Greiner and Von der 
Schulenburg, 2010), choices in the allocation of health care resources are, in essence, 
unavoidable. This means that decisions have to be made about which treatments are 
provided (and which patients will be helped), and which treatments are not provided (and 
which patients will be denied help). The contexts and ways in which such decisions are made 
differ between health care systems and sectors within health care. For instance, at the 
macro- or health care system level, it may be necessary to decide which drugs and other 
technologies to reimburse. At the meso- or hospital level, it may be necessary to set up rules 
for whom to treat first when there are waiting lists for particular services. At the micro or 
patient group level, it may be necessary to set a specific threshold for risk levels for health 
problems beyond which to start treatment (e.g. in case of high cholesterol). All such (explicit 
and implicit) choices are of course related and have implications for the final allocation of 
resources in the health care sector (Klein, 1993; Litva et al., 2002). The obvious question 
then is, on what basis such choices should be made? This question can provoke heated 
debate in the context of explicit priority setting (or rationing) as it involves difficult trade-offs 
and intrinsically normative questions regarding the aim(s) and value(s) of the health care 
sector. Typically, the aim of the health care sector will involve notions of efficiency and 
equity (Dolan et al., 2005). Ideally, therefore, allocation decisions reflect these two, 
potentially conflicting, notions.  
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The tension between equity and efficiency in the health care sector is apparent in a 
range of routine decisions and practices. For instance, in the prioritisation of patients on a 
waiting list, the aim to maximize overall health benefits from treatment may be at conflict 
with that of obtaining an equitable distribution of health and health care. As an illustration, a 
proposal in the Netherlands to treat employees more quickly than non-employees by 
creating additional treatment capacity, thus reducing waiting times for all (though unequally 
so) and saving lost production due to absence, was rejected. The main reason was that it 
was considered to be inequitable to treat employees quicker than non-employees, while 
their medical need (or capacity to benefit) was not necessarily higher (Brouwer & Schut, 
1999). A similar tension may be observed in the controversy around user fees in the health 
care sector. While such fees may help to raise cost-consciousness and reduce moral hazard, 
they may also result in socio-economic differences in access to health care (Donaldson & 
Gerard, 1989).  
Efficiency and equity are also central to debates regarding appropriate decision rules 
for reimbursement of new health technologies based on economic evaluations. A commonly 
applied decision rule is to assess whether the additional health benefits in terms of quality-
adjusted life-years (QALYs) are ‘worth’ the additional costs. If the cost per QALY is below 
some (agreed upon) threshold, the treatment is taken to represent value for money and thus 
deemed eligible for funding. An important and much discussed question, however, is 
whether all QALYs should have equal value in these decisions (Bobinac et al., 2012; Brouwer 
et al., 2008; Dolan et al, 2005; Gerard & Mooney, 1993; Donaldson et al., 1988; Weinstein, 
1988). Much empirical evidence suggests that people do not attach equal value (or weight) 
to different QALYs benefiting different groups of people. For instance, a QALY gained by a 
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severely ill person may be valued (weighted) differently than a QALY gained in a person who 
is only mildly ill – the ‘severity of illness’ argument - and more so in a young person than in 
an old person – the ‘fair innings argument’ (Williams, 1997, 1988a; Nord, 2005; Donaldson et 
al., 2011; 1988). The relevance of equity considerations is also evident in policy debates 
regarding the valuation of benefits of end-of-life care and the treatment of ‘rare’ diseases. In 
the UK, recently, some room has been created to accommodate these equity considerations 
in the decision making process, by allowing specific life prolonging interventions to be 
judged against a higher cost per QALY threshold (National Institute for Health and Clinical 
Excellence, 2009; Longson and Littlejohns, 2009; Scottish Medicines Consortium, 2010); it is 
however uncertain whether these measures reflect actual societal values (Linley & Hughes, 
2013). In the Netherlands, as a general rule, higher thresholds are allowed for interventions 
aimed at increasingly severe illnesses (College voor Zorgverzekeringen, 2006; Van de 
Wetering et al., 2013).  
If policy makers wish to reflect, or at least be responsive to, equity considerations or 
more general views on appropriate allocation of health care resources among the general 
public, more knowledge on such public preferences is necessary. However, robust research 
evidence reflecting the richness of the viewpoints among the public regarding the 
distribution of health and health care, is lacking (Buxton et al., 2011; Donaldson et al., 2011). 
A number of studies have investigated public preferences, but they have typically focussed 
on specific treatments or patient groups, whilst a number of literature reviews have shown a 
wide variety of equity considerations and attitudes towards distribution of health care (van 
de Wetering et al., 2013; Bobinac et al., 2012; Schwappach, 2005; Dolan et al., 2005; 
Tsuchiya & Dolan, 2005; Smith & Richardson, 2005). In-depth studies of public opinions 
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regarding the relative value of health gains and incorporating the full range of relevant 
issues are rare; the recent social value of a QALY (SVQ) project in the UK is a notable 
example (Lancsar et al. 2011; Baker et al., 2014).  
The current study was part of the ‘European Value of a Quality adjusted life year’ 
(EuroVaQ) project (Donaldson et al., 2010), conducted in ten countries: Denmark, France, 
Hungary, Norway, Palestine, Poland, Spain, Sweden, the Netherlands and the UK. One of the 
principle aims of EuroVaQ was to develop and test robust methods to determine the 
monetary value of a QALY (Robinson et al., 2013; Pennington et al., 2013). The aim of study 
presented here was to describe the shared views in the general population across these ten 
countries regarding the prioritisation of health care.  
Q methodology combines qualitative and quantitative methods and provides a 
scientific foundation for the systematic study of subjectivity (Stephenson, 1935; Brown, 
1980; Watts & Stenner, 2012; McKeown & Thomas, 2013). Although the origins of Q 
methodology are in psychology, it is now relatively well established in health services 
research, with a rapidly growing number of published studies on a variety of health related 
topics: for instance, health behaviour and outcomes (Baker, 2006; Stenner et al., 2003), 
attitudes and beliefs (Vermaire et al., 2010; Van Exel et al., 2006; Eccleston et al., 1997), 
treatment adherence (Cramm et al., 2010; Tielen et al., 2008), coping and adaptation (Kraijo 
et al., 2012; Boot et al., 2009; Risdon et al., 2003), and professional views (Lobo et al., 2012; 
Wallenburg et al., 2010; Buljac et al., 2010). 
In a Q methodology study respondents rank a set of opinion statements through a card 
sorting procedure known as a ‘Q sort’, and by doing so reveal their point of view toward the 
subject being studied. The rankings of the respondents are subject to correlation analysis, 
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and the correlation between individual rankings is taken to indicate similarity between 
viewpoints. By-person factor analysis (Kline, 1994) is then used to identify significant clusters 
of correlations, which can be interpreted as distinguishable viewpoints. Q methodology is 
thus used to describe a ‘population of viewpoints’ and the correspondence and distinctions 
between them. By its nature - and in contrast to survey research - Q relies on relatively small 
purposive respondent samples (i.e., typically 25 to 40 respondents) conducting a large 
number of ‘tests’ (i.e., a full ranking of 30 to 50 statements). An important consequence is 
that, like qualitative findings, the results of a Q study may be generalised to the subject area 
from which the opinion statements were sampled, but not - as in survey research - to the 
population (Brown, 1980; Watts & Stenner, 2012). In other words, logical generalisations can 
be drawn about the nature of opinion and shared perspectives that exist on a given topic 
(here priority setting in health) but nothing can be said about how many people are 
associated with each viewpoint identified, or about their likely characteristics.  
McKeown and Thomas (2013), Watts and Stenner (2012) and De Graaf and van Exel 
(2009), among others, provide comprehensive introductions to Q methodology. Brown et al. 




Our study was conducted in three steps, as common to Q methodology studies. The first 
step was developing a ‘Q set’ of items (here statements of opinion regarding priority setting 
in health care) for respondents to rank order. The second step was identifying participants 
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and administering the Q-sort interviews. The third step was analysis and interpretation. 
These steps are described more in detail below. 
 
Step 1: Collection of opinion statements and selection of statement set 
The Q set should be representative of the ‘universe of opinions’ on the topic in question, in 
this case, opinions regarding priority setting in health care. In order to develop such a 
comprehensive list of statements covering all issues that the general public may possibly 
want to take into account in health care priority setting, a review of the literature on the 
social value of a QALY was conducted taking four fairly recent, related reviews as starting 
point (Schwappach, 2002; Dolan, Shaw & Tsuchiya, 2005; Tsuchiya & Dolan, 2005; Smith & 
Richardson, 2005). In the review we undertook (Bobinac et al., 2012), issues were identified 
that the general public may want to take into account in health care priority setting. A rough 
long-list of such issues was compiled and categorised by a team of five researchers. Health 
economists from the ten countries participating in the EuroVaQ study reviewed this 
categorized list to ensure that it reflected the full range of ‘egalitarian’ to ‘libertarian’ issues 
(Donabedian, 1971) and current policy issues in their country. A set of 23 potentially relevant 
issues for prioritisation of health care, concerning characteristics of patients, illnesses, 
treatments and health and non-health effects of treatment (see Annex A), was agreed and 
adopted as the theoretical structure for the development of a representative set of opinion 
statements. 
Based on this theoretical structure, the literature review and previous qualitative and 
Q methodology research by some of the authors (Baker et al., 2010), two researchers 
drafted a list of opinion statements. In order to achieve balance, as well as coverage (Watts 
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& Stenner, 2012) at least two opinion statements were selected for each issue. This resulted 
in 80 candidate statements. Five researchers discussed and refined these statements 
(deleting duplicates, merging similar statements), and condensed the long-list to a Q set of 
37 opinion statements. Piloting of the Q set was conducted in three phases. First, a panel of 
health economists, other academic staff and non-academic staff (n=15) commented on the 
statements and the clarity of language for a lay sample of respondents. Second, health 
economists (n=26) from the ten countries participating in the EuroVaQ study reviewed the 
materials by ranking the Q set using the draft interview materials. In addition, the materials 
were translated from English into the other nine languages by partners in the EuroVaQ study 
from each country, back-translated by their colleagues to check correct translation; and 
differences in meaning were resolved. Finally, pilot tests were organised with convenience 
samples of members of the general public in the Netherlands and the UK and with members 
of the international Q methodology association (www.qmethod.org). Based on the piloting, 
some statements were reworded, and three further statements were removed because they 
were considered unintelligible (1) or too similar to other statements (2). This resulted in a 
final set of 34 opinion statements, which are presented in Table 1. The statements were 
allocated a number between 1 and 34 at random and printed onto cards. 
 
Step 2: Administration of Q sorts 
Respondent sampling in Q methodology is similar to purposive, qualitative sampling: the aim 
being to elicit the views of respondents who are likely to have different perspectives. 
Researchers from the 10 countries participating in this study recruited respondents locally, 
following specific instructions. A sampling frame was designed to identify respondents from 
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the general public who were likely to differ in their views about priority setting in health. We 
had little prior knowledge of characteristics that were likely to affect such views, but based 
on the theoretical structure underlying the statement set (Annex A) we anticipated that age, 
having dependent adults or children, socio-economic and health status may be relevant. For 
each country, the local EuroVaQ partner was asked to recruit between twenty and thirty 
respondents (for in person and online interviews, respectively) stratified by gender (as a 
common confounder) and three age/offspring groups: 18 to 25 (no children); 25 to 65; 65 
and older. In order to keep the sampling frame and the recruitment of participants across 
ten countries relatively simple we decided to restrict the youngest age group to people with 
no children, while not imposing any restriction vis-à-vis children in the two other age groups. 
In addition, partners were asked to recruit respondents with varying socio-economic and 
health status across the whole sample. Data about socio-economic and health status of 
respondents were collected after conclusion of the Q sort interview. 
Most partners (i.e. Denmark, France, Norway, Palestine, Poland, Spain, Sweden and 
the Netherlands) followed the suggested strategy and recruited a convenience sample by 
asking friends or colleagues to suggest candidate respondents matching the characteristics 
of the sampling framework, and consecutively approaching those people until the required 
number of interviews was reached. Other partners recruited through advertisement in a 
newspaper (i.e. Hungary) or using a recruitment company (i.e. the UK). Data was collected in 
2010. 
Materials were designed such that Q sorts could be administered in person or online. A 
repeated in person and online interview pilot study (n=20; two-weeks apart) showed that 
the comparability of results from both modes of administration was good (ρ=0.8). All 
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respondents were given similar guidance on the completion of the card sorting exercise (see 
Annex B), beginning by sorting the cards according to their opinion about how health care 
decisions should be made in their country, into one of three piles: agree, disagree and 
neutral. Next, they were directed to place the cards from the three piles onto a sorting grid 
(see Figure 1) which ranged from most agree to most disagree; in doing so drawing finer 
distinctions between them. Finally, after completing the Q sort, respondents were asked to 
clarify their views by explaining their reasons for placing the two statements at the extreme 
ends (i.e., in column 1 or 9) of the sorting grid. 
A minimum response time of 10 minutes was set for completing the Q sort online, 
based on the results of a pilot study (The online Q sort interview is available at: 
www.qmethodology.net/eurovaq/index.html). No minimum duration was set for the in 
person interviews. 
 
[Figure 1 about here] 
 
The positioning of statements in each Q sort was coded from -4 for the statements placed in 
column 1 to +4 for those placed in column 9 of the sorting grid. 
 
Step 3: Analysis and interpretation of Q sorts  
The data collected in 10 countries were pooled, as the aim was to identify general views 
shared across the countries of study. The data were analysed using the dedicated software 
package PQMethod (Schmolck & Atkinson, 2002). By-person factor analysis (i.e. centroid 
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factor analysis followed by varimax rotation) was conducted to identify clusters of 
respondents whose Q sorts were highly correlated.  
All factor solutions supported by the data were computed and inspected. First, an 
idealised Q sort was generated for each factor in each factor solution, which represents the 
way in which a person with a correlation coefficient of 1 with the particular factor would 
have ranked the 34 statements. This idealized Q sort thus represents the distinct, subjective 
point of view on the topic of health care priorities expressed by that factor. Next, the best 
factor solution was identified based on the statistical features of each factor solution, and 
the interpretability of the factors. 
Three statistical features of interest were inspected: (i) the number of Q sorts uniquely 
associated with each factor, with a minimum of two non-confounded Q sorts required to 
identify a factor as a shared viewpoint; (ii) the factor correlations within a factor solution, 
with lower correlations between factors from the same solution indicating more distinction 
in content, which facilitates clear interpretation; and (iii) the factor correlations between 
factor solutions, with higher correlations between factors from different solutions indicating 
similarity in content, which facilitates comparison of (shifts in) factor content across 
solutions. For the interpretation of a factor the idealised Q sort for that factor was laid out 
(using the sorting grid; Figure 1) and inspected. Although all the statements are considered 
in relation to each other, particular focus is on the characterising and distinguishing 
statements for the factor. The characterising statements (i.e., those with a rank score of -4, -
3, +3 or +4 in the idealised Q-sort) provide first insight in the content of the factor, as these 
are the statements that this point of view is least/most in agreement with. The 
distinguishing statements (i.e., those with a score in the idealised Q-sort of that factor that is 
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statistically significantly different (p<.05) from their score in all other factors) are important 
to identify and highlight essential differences between points of view. Next, the written and 
verbal comments that respondents provided while completing their Q sort were used to aid 
and supplement the interpretation of the view represented by the factor. For each factor, 
only the comments of respondents who were uniquely associated with that factor were 
used. Finally, attention was also paid to consensus statements (for which scores were not 
statistically significantly (p<.05) different between any pair of factors), which provide 
information about issues all factors are in (dis)agreement with.  
Finally, to examine whether the findings from the pooled data across countries potentially 
also existed within countries, we conducted correlation analysis between the results 
presented here and those found in individual country level analyses (not presented here; 
between two and four factors/viewpoints per country, available in EuroVaQ project report: 




At the time of the study the PI was based at Newcastle University in England and the project 
met the requirements of that University's Faculty of Medicine Ethics committee. 
 
 
3. Results  
A total of 329 members of the general public across the ten countries of study participated 
in a Q sort interview: 82 in-person, 247 online. A number of online respondents (33; 10.0%) 
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were excluded from the sample because they did not spend sufficient time on the exercise 
to provide meaningful responses; no differences in socio-demographics were observed 
between in- and excluded respondents. Two in-person respondents (0.6%) were excluded 
because they appeared not to comprehend the exercise, despite detailed and repeated 
instruction by the interviewer (evident from difficulty conducting the Q sort and 
contradictions between the placement of statements and the explanation provided by the 
participant). As a result, 294 useful responses remained for analysis. Mean age was 40.5 
(range 17-86; 24.8% aged 18 to 25, 61.2% aged 25 to 65, 13.9% aged 65 and older), 58.5% 
was female and 52.0% had children. Therefore, elderly and male respondents were 
underrepresented in this sample. In addition, the sample was fairly well-educated (i.e. 42% 
was higher educated) and healthy (i.e. mean score of 8.1 on a VAS ranging from 0 *‘worst 
imaginable health state’+ to 10 *‘best imaginable health state’+ and 9.9% with a score lower 
than 6). 
 
Inspection of the statistical features of the factor solutions first of all showed that the 
maximum solution the data supported consisted of five factors, each defined by at least two 
non-confounded Q sorts. Furthermore, the factor correlations between solutions (see Figure 
2) showed that factor 1 of the five-factor solution remained stable between the two- and 
five-factor solutions (2/1 vs. 5/1, ρ=0.95), indicating that these factors represent the same 
point of view. The same was the case for factor 5 of the five factor solution (2/2 vs. 5/5, 
ρ=0.93) and for factor 4 between the three- and five-factor solutions (3/2 vs. 5/4, ρ=0.89). In 
other words, factors 3/1, 3/2 and 3/3 (as in Figure 2) hardly change in content when 
additional factors are extracted in the four- and five-factor solutions. If these three factors 
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are interpretable, the next question is whether factor 4/2 makes the four-factor solution 
more interesting than the three-factor solution, and/or factors 5/2 and 5/3 do so for the 
five-factor solution. 
Next, the idealised Q sorts representing the factors generated by three-, four- and five-
factor solutions were examined. The five-factor solution was selected because it had a 
clearly interpretable account for each factor, which was consistent with the written and 
verbal comments which the respondents identifying the factors provided while completing 
the Q sort. The five factors together explained 52% of the total variance in the Q sorts. Table 
1 presents the idealised Q sorts for each of the five factors, highlighting the salient positive 
and negative statements. Each factor is described in more detail in the following five sub-
sections. 
 
[Figure 2 about here] 
 
[Table 1 about here] 
 
Viewpoint I: “Egalitarianism, entitlement and equality of access” 
The first of the five factors is a viewpoint which is relatively familiar from the health 
economics and other literatures and could be described as an egalitarian view on health care 
priority setting. In this viewpoint, health care is regarded as a basic right and the focus of this 
factor is on solidarity, entitlement and equality of access to health services.  
The two most important statements (#4, #29 with score +4; Table 1) emphasise that 
personal characteristics should be of no relevance to the distribution of health care 
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resources. This egalitarian position is reinforced by an opposition, in this viewpoint, to the 
purchase of priority treatment by those with sufficient resources (#24 is placed at +3), even 
if doing so would not affect others. In all other viewpoints there is no opposition, or at least 
there is ambivalence towards this issue. The positive placing of statement #24 is, therefore, 
significant in the interpretation of this factor and strengthens the interpretation of this as a 
viewpoint based on principles of equality.  
It is consistent that statements #3 and #5 are the most rejected statements in factor 1. 
This rejection of priority based on income, perhaps more unexpectedly, also applies to 
people from lower income groups (#16, -3). Respondents who are associated with this point 
of view describe a health care system in which treatment priorities are strictly separated 
from issues of contribution. Having a partner or dependents (#7,-3; #31,-1), personal 
responsibility for health and lifestyle (#21, +2; #25, -2) and past use of health services (#34, 
+2) are also not considered relevant for priority setting either in this viewpoint. Some 
attention is given to medical need in setting priorities (#29, +4), which can be interpreted as 
a form of horizontal equity (defined as “equal treatment for equal need”). Doctors should be 
the ones to judge this (#12, +3), but overall there is support that saving life (#8, +2; #17, -3) 
and prevention (#27, +3) should matter. It is noteworthy that in this egalitarian viewpoint, 
relative to the other viewpoints, least weight is put on effectiveness of care (#15, +2; #19, 
+1) and that matters of scarcity and opportunity cost are not regarded as important (#6, -2).  
 
Viewpoint II: “Severity and the magnitude of health gains” 
The second of the five factors is a viewpoint which focuses on prioritising health care 
towards patients in greatest need and treatments that will generate the most health 
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benefits for all. Hence, the emphasis is on health-related needs of patients and not on their 
personal, social or economic characteristics (#29, +4; #4, +4). ‘Need’ in this factor is related 
to severity of illness and encompasses concerns about worsening health (#18, +2) and 
illnesses that are life threatening (#8). Past use of health services (#34, +3) is least relevant 
as compared to the other viewpoints, which may relate to the concern with severity; people 
who have made more use of health services are likely to have poorer health and thus greater 
need for care. There is also the strongest opposition to prioritising health care on the basis 
of age (#23, -3; #14, -1) in this view, notably, even if this means younger people would enjoy 
health benefits over a longer period of time (#26, -4). Notwithstanding the focus on severity, 
maximising health benefits relative to costs from treatment is important in factor 2 and 
priority is given to those treatments that generate the greatest health gain as well (#15, +3; 
#19, +2).  
As in other factors, no account should be taken of personal contribution to the health 
service either (#3, -3; #5,-3), nor should a special case be made for those in low income 
groups (#16, -3). Despite this, there is no opposition here to privately funded health care and 
people who are able to pay for their treatment should be allowed to do so (#24, -2). 
Culpability (#21, +2; #25, -2) has no role to play in this view. 
 
Viewpoint III: “Fair innings, young people and maximising health benefits” 
The most distinct feature of the third viewpoint is the relevance of patients’ age in priority 
setting. This preference for treating the young clearly distinguishes this viewpoint from the 
four other viewpoints, in particular viewpoint II. Three statements in the top nine ranked 
statements are significantly distinguishing statements, which deal with prioritising younger 
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over older patients (#14, +3; #23, +3; #26, +2). Consistent with this position, statement #4, 
generally accepted in other factors, is rejected since priorities set on the basis of age are 
evaluated positively in this view. There are two reasons for privileging the young, both of 
which are regarded as legitimate. Statements #14 and #23 represent the ‘fair innings’ 
argument, whilst statement #26 relates priorities for young people to ‘prospective health’, a 
health maximising argument which emerges more generally in this factor (#15, +4; #19,+2; 
#32,+3). Noteworthy is that in this ‘ageist’ viewpoint, relative to other factors, lower priority 
is given to prevention (#27, 0).  
Furthermore, because investment should be directed towards those interventions that 
generate the most benefit, treatments should not be provided on a first come first served 
basis (#28 is rejected strongly at-4 – and only in this factor) nor should treatment priorities 
depend on patients’ economic circumstances (#16, -2; #5, -3), financial contributions to the 
health service (#3, #5) or ability to purchase private health care (#24, -2). 
 
Viewpoint IV: “The intrinsic value of life and healthy living” 
The value of life and the personal responsibility for taking care of one’s own health are 
prominent principles underlying this fourth viewpoint. It permits priority setting based on a 
number of personal characteristics. This is a considerable departure from viewpoints I and II 
which stipulated that everyone is equally worthy of treatment. An important distinction 
made in this view is that individuals’ lifestyle choices are regarded relevant to the issue of 
priority setting, apparent from the agreement with statement #25 (+3) and the strong 
rejection of statement #21 (-4). From respondents’ explanations, this importance of personal 
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responsibility for health appears to be linked to a more fundamental belief that life is 
intrinsically valuable.  
The size of the health gain from treatment is important in this view as it is in all other 
viewpoints (#15, +3; #19, +3). Prevention is also ranked highly (#27, +4), both in relation to 
individual lifestyle and population health. Moreover, high value is attached to preserving life, 
even when quality of life is poor (#17, -2) and to people with low quality of life, even when 
gains from treatment are small (#11, -3). Rescuing people from certain death should take 
priority over all other kinds of health care (#8, +4). The belief in the inherent value of life is 
not connected to a strong priority for younger people, since statements #14, #23 and #26 
achieve little agreement (positioned at 0, -1 and -1 respectively).  
Finally, it is notable that there is a higher preference in this viewpoint than in other 
factors for prioritising parents with dependent children (#31, +2), and priority for people 
with a partner (#7, 0) is not strongly rejected. In addition, consideration of issues relating to 
labour productivity and financial contribution to the health care sector are not strongly 
opposed in this view (#3, -2; #5, 0; #24, -4), and  these three statements are distinguishing 
for this viewpoint. 
 
Viewpoint V: “Quality of life is more important than simply staying alive” 
Quality of life is the key issue in this final, fifth view. Statement #17 (+4) is the most 
important positive statement in this factor and distinguishes it from all other factors. 
Statements #8 (+4) and #33 (-4), both of which suggest that life-saving treatments are the 
most important, are firmly rejected, and the placement of these statements also significantly 
distinguishes this viewpoint from all others. In conjunction, statements #8, #17 and #33 
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reveal a belief that quality rather than length of life should be the aim of health services. This 
emphasis on quality of life relates specifically to prognosis as a result of treatment and not 
simply the prioritising of patients who are severely ill and where little (or less) can be done 
to improve quality of life (#11, -2; #18, 0). In this viewpoint, the focus should be on 
treatments that are effective (#19, +3), efficient (#15, +3) and restore health to an 
acceptable level (#22, +2).  
There is some support for the role of doctors in priority setting (#12, +2) and 
prevention of ill health is important in this view, as in others (#27, +3), perhaps seen by 
respondents in terms of personal responsibility (#21, -2; #25, +1).  
In line with most other views, personal financial contribution and economic 
productivity should be irrelevant to health care decision making (#3, -4; #5, -3).  
 
Are European factors supported by country level results? 
Our analysis pools data from Q sorts collected in multiple countries because our primary 
interest was in shared views across those countries. A natural question following our analysis 
is whether the views presented here exist only across countries or also ‘exist’ within 
countries – in other words, are recognisable in individual countries.  
Correlations between each of the points of view found at the country level with at 
least one of the five European points of view ranged between a moderate 0.60 and an 
excellent 0.97 (with 4 of the 29 national viewpoints with correlations in the range 0.60-0.70, 
11 in 0.70-0.80, another 11 in 0.80-0.90 and 3 >0.90). This indicates that the majority of the 
country level views were well-represented in the five European views, and that none of the 
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country-level views that we identified remained unrepresented in the factors generated by 
the analysis of the pooled data.  
Conversely, taking each of the European points of view and examining the range of 
correlation coefficients for each of the 29 country level points of view we observe 
correlations between 0.72-0.91 for viewpoint I, 0.71-0.91 for viewpoint II, 0.39-0.89 for 
viewpoint III, 0.44-0.97 for viewpoint IV and 0.44-0.88 for viewpoint V, indicating good to 
excellent representation of viewpoints I and II in all 10 countries, but varying representation 
for the other three viewpoints.  
In other words, the five points of view presented in this paper appear to be  present 




This study represents a significant, novel piece of work eliciting societal views regarding the 
appropriate principles for prioritising health care resources shared across ten countries. This 
is the first example of such a study in an international context. Applying Q methodology, 294 
members of the public in 10 different countries completed card sorts, which overall resulted 
in five distinct viewpoints about how health and health care should be prioritised. Here, 
these data were pooled for a European level analysis, and comparisons were drawn with the 
10 individual country level analyses. 
Our main finding is that there is a plurality of societal views about prioritising health 
care, related to notions of (outcome and procedural) fairness and the aim of the health care 
sector. In an era in which health care decision making is becoming more and more important 
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and publicly debated, insights into existing views on how health care decisions ought to be 
made according the general public is highly relevant. Given the normative nature of this 
topic (Williams, 1988b) and the often heated debates when prioritizations are made explicit, 
this result needs not be considered surprising. In that sense, it is perhaps more surprising 
that ‘only’ five viewpoints were found in this sample from the general public across ten 
European countries, with their different cultural backgrounds and health care systems 
(Hofstede, 1995). These viewpoints seem to reflect broader ethical notions like fairness, 
solidarity and equity, which may differ between countries, but may well be similar between 
subgroupings from different countries. Many statements included in the Q set refer to issues 
of life and death and, for some respondents, may touch on fundamental political and 
religious beliefs. For instance, the egalitarian viewpoint (I) seems to be consistent with a 
somewhat left-wing view of the welfare state, concerned with equality and solidarity. The 
inherent value of life viewpoint (IV) may be connected with religious beliefs or healthy 
lifestyle views. The focus on quality of life and ‘a life worth living’ (V) may be perceived to 
reflect more liberal views. Moreover, not only are there differences between the viewpoints 
in terms of the importance attached to outcomes (e.g., in the young or the old), but also 
regarding the process (e.g., first come first served) and who should decide (e.g., the role of 
doctors).  
These findings are important for several reasons. First of all, it is important to 
understand the nature and content of existing viewpoints, as they will indicate the likely 
agreement with or opposition to specific health care policies. Broadly speaking, and in line 
with pleas by Alan Williams (1988b), the viewpoints observed in this study appear to give 
little support to ‘libertarian’ policies, and considerable support to ‘egalitarian’ ones. 
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Secondly, it is important to understand the diversity in viewpoints. It is unlikely that there is 
one decision rule that will satisfy all equity considerations and viewpoints simultaneously. It 
is also questionable whether the search for equity weights (to adjust the outcomes for 
distributional preferences in society) or flexible thresholds (to provide each equity-subgroup 
with its relevant comparator) will do justice to the complex nature and plurality of the 
viewpoints described. Hence, our results imply that the process of decision making is 
essential. Ensuring that the plurality of viewpoints is adequately reflected, if not in the 
outcome of the decision then at least in a more deliberative decision making process, 
becomes an important challenge (see also Linley & Hughes, 2013; Wiseman et al., 2003; 
Anand & Wailoo, 2000; Klein, 1993). Given the diverse and in some respects contradictory 
principles for priority setting put forward in these views, such a process will most likely not 
lead to an outcome which aligns with all prevalent views in society. But it ensures attention 
is given to each of these views before the final decision is taken, which may be considered 
important in the legitimisation of such decisions (in line with notions like accountability for 
reasonableness; Daniels, 2000).  
As called for by Williams (1988: “…what should be happening is a systematic effort to 
bring home to the citizen-taxpayers the nature of the dilemmas that have to be faced, the 
options available and their likely consequences, and some consideration of the principles 
which should inform policy”, pp. 567), some countries use a form of public consultation or 
stakeholder engagement in an attempt to involve societal viewpoints in health care decision 
making processes. Examples are NICE’s citizens’ councils in the UK (Littlejohns and Rawlins 
2009), the health parliament in Israel (Guttman et al., 2008), and representation in appraisal 
committees in Germany and the Netherlands (Gagnon et al., 2011). Some experiences with 
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citizens’ juries have also been reported (Menon & Stafinski, 2008; Mooney & Blackwell, 
2004). This, however, will only do justice to the diversity of existing viewpoints if the people 
on those panels or committees indeed (are able to) reflect these viewpoints. One may argue, 
therefore, that it is important that such bodies select people on the basis of being 
representative of the views in society rather than in assuming different perspectives are 
represented on the basis of socio-demographic, professional background or health-
characteristics. The latter obviously does not ensure adequate representation of the range 
of viewpoints. Q methodology has been shown to be a useful method for selection of people 
based on their viewpoint (Cuppen et al., 2013, 2010; Brown, 2006; Van Eeten, 2001).  
It is important to highlight some limitations and features of our study. First of all, this is 
a Q methodological study, which implies that it is ‘only’ concerned with finding the principal 
viewpoints about this topic in society. It does not address the question of how common such 
viewpoints are in society. Determining the prevalence of the different viewpoints requires 
additional research. Methods to explore Q factor membership in a large representative 
survey sample are available (Baker et al., 2010). Secondly, we presented European 
viewpoints here, based on pooled data from ten countries. Analysis of the individual country 
data (not presented here) showed that a similar plurality of views among the public can be 
expected at national levels. It also revealed that these five European views were not 
observed in each and every participating country. This may relate to differences in sampling 
or social value orientations, for example, and it would therefore be interesting to replicate 
this study at national levels with larger and more carefully selected samples and to explore 
these differences between countries in more detail in future research. Third, while we have 
placed much emphasis on carefully and thoughtfully developing and pilot-testing the Q set, 
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i.e. the statements used in the card sort, it must be noted that when dealing with a broad 
topic like health care prioritization, other choices could have been made, possibly affecting 
outcomes. The same holds for the sampling frame for participants in the study. In each 
country we have managed to recruit more than sufficient participants for each of the 
subgroups defined by the sampling frame, and there were no indications that important 
topics or viewpoints were missed. In the pilot study participants were specifically asked 
whether topics of their concern were missing in the Q-set, and in the main study participants 
were requested to comment on the statements. From this, we have no indication that 
important issues were omitted.  
To conclude, this research has identified five distinct viewpoints among the public in 
ten countries regarding principles for health care priority setting. Given the increasing 
pressure on health care budgets and the need to prioritise within health care systems it is 
important to have knowledge regarding existing viewpoints on that topic in societies, and 
their distribution. Only with such knowledge can health policies reflecting, or at least 
respecting the views of the public be purposely devised. This research hopes to contribute to 
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Table 1 Statement rank scores general public 
Statement Point of view 
I II III IV V 
1 If two groups of patients can benefit from a treatment equally and 
group A’s health is fairly good and group B’s health is poor, group B 
deserves priority. 
+1* +1 +2 -1 -1 
2 If one treatment results in one life year gained for certain and another 
in a 50% chance of gaining two life years, priority should be given to 
the first type of treatment.  
0 0 0 0 -1 
3 People who have contributed more (e.g. through premiums or taxes) 
to the health care system should be treated with priority over people 
who have contributed less. 
-4 -4 -4 -2* -4 
4 Patient characteristics like age, gender or income should play no role 
in prioritising between people. 
+4* +4* -2* +1* +2* 
5 People who are in paid work and so contribute financially to society 
should be prioritised over people who do not work. 
-4 -3 -3 0* -3 
6 If a treatment adds one month to the life of a patient and costs 7.500 
Euros, one should consider whether the money could have been 
better spent on other health care. 
-2* 0 +1 0* +1 
7 If two patients are waiting for a transplant organ, one with partner 
and the other single but otherwise identical, the first organ to become 
available should go the patient with partner. 
-3 -2 -2 0* -2 
8 Rescuing people from a certain death should take priority over all 
other kinds of health care. 
+2* +3* +1* +4* -3* 
9 Treatment of illnesses that put the highest burden on patients’ 
families should receive higher priority. 
+1 0 -1 +1 0 
10 A treatment which benefits patients in the short-term should have 
priority over a treatment with similar benefits for patients in the 
future. 
0 +1 -1 0 0 
11 Priority should be given to people whose quality of life is low over 
those whose quality of life is moderate, even if treatment can only 
improve their quality of life by a small amount. 
-1 0 -1 -3* -2* 
12 Doctors should be the ones to judge which patients get priority on the 
basis of their medical expertise. 
+3 +1 0 +2 +2 
13 People who depend heavily on members of their family or neighbours 
for care should be treated with priority. 
0 +1 0 -1 0 
14 Adding one year to the end of life for someone who will otherwise die 
at age 30 is more important than adding one year to the life of 
someone who otherwise would die at age 80. 
0 -1* +3* 0 +1* 
15 When having to choose between two treatments that both cost the 
same, funding should be given to the treatment that results in the 
biggest health gain. 
+2* +3 +4 +3 +3 
16 In general, if people from different income groups are suffering from 
the same condition, people from low income groups should be given 
priority. 
-3 -3 -2 -3 -2 
17 There is no sense in saving lives if the quality of those lives will be 
really bad. 
-3 -1 -1 -2 +4* 
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Statement Point of view 
I II III IV V 
18 If two people have the same current condition but the health of one of 
the two is worsening while that of the other is stable, the former 
should be treated with priority. 
+1 +2* +1 +2 0 
19 Priority should be given to those treatments that generate the most 
health. 
+1* +2 +2 +3 +3 
20 It is more important to extend one person’s life by one year than to 
extend 12 people’s lives by one month. 
-2 -1 +1* -1 -1 
21 Whether an illness is the result of an unhealthy lifestyle should not be 
relevant, everyone is just as worthy of treatment as everyone else.  
+2 +2 +2 -4* -2* 
22 Priority should be given to treatments that restore health to an 
acceptable level, there’s no use in improving health when the final 
result is still a very poor state of health. 
+1 +1 -1 +1 +2* 
23 Younger people should be given priority over older people, because 
they haven’t had their fair share of health yet. 
-2 -3* +3* -1 0* 
24 People should not be allowed to buy themselves priority treatment, 
even if it doesn’t affect others negatively. 
+3* -2 -2 -4* -1* 
25 People who are in some way responsible for their own illness should 
receive lower priority than people who have the same illness simply 
due to chance. 
-2* -2 -3 +3* +1* 
26 Priority should be given to younger people, because they may benefit 
from treatment for longer. 
0 -4* +2* -1 0* 
27 It is more important to prevent ill health than it is to cure ill health 
once it occurs. 
+3 +2* 0* +4 +3 
28 For non-emergency treatments where there are waiting lists, patients 
in need of care should be treated on a first come first served basis and 
not be prioritised in other ways (e.g. the severity of the illness).  
0 0 -4* -2* -1* 
29 Access to health care should be based on need, not on geographical, 
social or economic circumstances. 
+4 +4 +4 +2 +4 
30 Priority should be given to people with rare diseases, even when these 
diseases do not necessarily cause more health damage than more 
common ones. 
-1* 0* -3 -3 -3 
31 Parents with dependent children should be given priority over similar 
people without dependents. 
-1* -2* 0 +2* +1 
32 People who benefit more from a treatment, because it is more 
effective for them, should receive priority over people who benefit 
less from this treatment. 
-1 -1 +3* +1 +1 
33 It is more important to provide treatments that prolong life than 
treatments that improve quality of life. 
-1 -1 0* -2 -4* 
34 The amount of health care people have had in the past should not 
influence access to treatments in the future.  
+2 +3* +1 +1 +2 
Note: * indicates statement is distinguishing (p<.05). 
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The factor diagram is a simplified visual representation of the hierarchical factor structure in a data set 
(Goldberg, 2006). Each row of the factor diagram presents a factor solution, from separate analyses of the 
data. The boxes in each row represent the factors from that factor solution (i.e. here points of view), the width 
of these boxes the percentage explained variance. The arrows between boxes indicate the most important 
correlations (ρ>.70 presented here) between factors in consecutive factor solutions. 
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Annex A Theoretical structure for development of statement set resulting from the 
literature review and corresponding statement numbers in final study set 
Category Characteristic Number 
A. Patient  1. Age(ism) / fair innings  14, 23, 26 
2. Socio-economic status 16, 29 
3. Prior health consumption / previous health profile 34 
4. Payment / contribution 3, 24 
5. Having dependent adults or children 7, 31 
6. Equality / all patients equal (no prioritization on patient 
characteristics) 
4 
B. Illness 7. Severity: life threatening vs. mild / stable vs. progressive / chronic 18 
8. Rule of rescue / pain / relief intervention 8 
9. Probable cause / culpability: genetic / congenital, bad luck (could 
have happened to anyone), avoidable, lifestyle / self-inflicted, 
medical negligence / fault of others 
21, 25 
10. Rarity  30 
C. Treatment  11. Efficiency  6, 15 
12. Waiting lists / waiting time 28 
D. Health effects of 
treatment 
13. Size of the effect  19 
14. Length vs. quality of life 17, 33 
15. Certainty of effect occurring 2 
16. Distribution of fixed health gains / threshold effect 10, 20 
17. Start-point before / end-point after treatment 1, 11, 22 
18. Direction of the effect: health gain / loss avoidance (prevention) 27 
19. Proportional shortfall / prospective health / prognostic difference N/A 
†
 
20. Capacity to benefit: functioning and capabilities regained after 
treatment 
32 
E. Non-health effects 
of treatment  
21. Social support / family effect / care giving effect 9, 13 
22. Productivity (work) 5 
23. Health effects should be leading 12 
Note: Gender and race were excluded because legislation in many European countries will not allow priority 
setting using these characteristics. 
†
 Proportional shortfall was excluded because participants in the pilot 
studies considered it too complex.  
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Annex B Instructions to participants 
 
These instructions will guide you through the study step by step. Please read through each step completely 
before you start carrying it out, and please finish each step completely before proceeding to the next one.  
 
This study is about decision making in health care. Even though spending on health varies between countries, 
all countries are faced with the same problem. That is, the health care budget is never sufficient to do 
everything that could possibly be done. Because of this, choices must be made about which health services and 
treatments to provide and, therefore, which not to provide. There is a lot of debate about how decisions like 
these should be made. We are interested in your views about how health care decisions should be made in 
your country. The statements on the 34 numbered cards are things people have said about how health care 
decisions should be made. Later on we will ask you to what extent you agree with these statements.  
 
1. Place the large score sheet in front of you on a table. The 34 numbered cards contain statements about 
how health care decisions should be made in your country. This study is about people’s individual 
opinions; there are no right or wrong answers. The numbers on the cards (from 1 to 34) are to help you 
to complete the response sheet and apart from that do not have any meaning.  
 
2. Read through the 34 statements carefully and at the same time split them up into three piles: a pile for 
statements with which you agree (and place them to your right), a pile for statements with which you 
disagree (and place them to your left), and a pile for statements with which you neither agree nor 
disagree, do not consider relevant or are unclear to you (and place them in the middle).  
 
3. Take the pile containing the statements you agree with (to your right) and read them through once 
again. Select the two statements which you AGREE WITH MOST and place them in the extreme right 
column of the large score sheet, below the “9”. It does not matter which of them you place at the top or 
at the bottom. Next, from the remaining pile select the three statements which you now AGREE WITH 
MOST and place them in the three spaces below the “8”. Proceed until all statements you agree with 
have been placed on the score sheet.  
 
4. Take the pile containing the statements you disagree with (to your left) and read them through once 
again. Select the two statements which you DISAGREE WITH MOST and place them in the extreme left 
column of the score sheet, below the “1”. It does not matter which of them you place at the top or at 
the bottom. Proceed until all statements you disagree with have been placed on the score sheet. 
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5. Finally, take the remaining pile and read through these statements once again too. Place the cards in the 
remaining spaces on the score sheet, just like you feel it should be done. 
 
6. When you have finished placing the cards on the score sheet, read them all through as a final check and 
change positions if you feel like it.  
 
7. When you are completely ready, please copy the numbers on the cards onto the response sheet, exactly 
like they are on the large score sheet. 
 
8. Please complete the remaining questions on the response sheet. 
 
